GENERAL COMMENTS
This is an interesting and clearly-written study. I have a few comments below, which I believe will add clarity and strengthen the study further:
-The introduction is very informative, concise and well-written. The authors conclude in the introduction that continuum beliefs in relation to stigma have not been researched with Asian populations. It would strengthen the paper if some argument was built about why one would want to explore this with an Asian sample (in contrast or as opposed to western samples). A suggestion is that the authors include some information about prevalence of stigmatizing attitudes towards people with mental illness in Asian and (or versus) Western populations.
-Methods. The authors state that the sample was derived using the sampling frame from a national administrative database. Can the authors elaborate on what this means exactly? How was the sample in the national database drawn? -Methods. Why was the gender and ethnicity of the person being described in the vignette matched with the participant? The rationale for doing so needs to be explained.
-Measures. The study has also measured causal beliefs of mental illness. Although this is discussed in the discussion, authors need to explain in the introduction why and how causal beliefs may be an important construct in the relationship between continuum beliefs and stigma. Also how were responses to such beliefs measured (yes vs no, or on a Likert scale)?
-Results and discussion. Table 3 and the related text in the results present information on sociodemographic data and continuum beliefs. These results are also discussed in the discussion. The authors have been very specific in the introduction about what it is they are investigating (i.e. continuum beliefs in relation to stigma) but the results and the discussion do not focus on stigma. Stigma becomes a secondary question and the focus is on a number of correlates (e.g. demographic, causal beliefs, diagnostic labels) for continuum beliefs. It is the last table that continuum beliefs are correlated with stigma beliefs. It would add clarity to explain all the variables included in the study.
-Results. Could the inclusion of so many variables in the regression (see Table 3 ) have had an impact on p values? I suggest that the authors run some further analyses (e.g. using stepwise regression or separate regression for demographics and causal beliefs) to see if p values change significantly. They do not need to add tables and explain these results if they do not change their original results (but can discuss this in the statistical analysis section within the methods). If this changes the results, the authors need to re-think their strategy and either find a robust argument about why they run the specific regression or change their analyses strategy.
REVIEWER

Anthony Jorm
University of Melbourne Australia REVIEW RETURNED 12-Jan-2017
GENERAL COMMENTS
This paper is well written, the sampling strategy is good, and the data are well analyzed and appropriately interpreted. Although the issues investigated have been covered by a number of previous studies, these have all been in Western countries. It is valuable to test the generality of the findings in other cultures, such as Singapore. Nevertheless, the paper could be improved in a number of areas: 1. The Objectives section of the Abstract gives one objective as "to explore its association with stigma". However, stigma is not subsequently mentioned in the Abstract. 2. The Conclusions section of the Abstract states that continuum beliefs "may reduce perceptions of incompetence and unpredictability". However, incompetence was not measured and there were not associations with the dangerous-unpredictable scale. 3. The "dangerous-unpredictable" scale is referred to as "dangerousundesirable" in Table 4 . The terminology needs to be consistent. 4. Page 10 of the Discussion speculates that the results with the alcohol abuse vignette could have been affected by the inclusion of Malays and their Islamic beliefs about alcohol. This possibility could have been tested post-hoc by excluding Malays from an analysis. 5. Paragraph 3 of page 12, mentions associations between belief in genetic causes and some stigma measures, but it does not make clear that these were found only with some vignettes. 6. In discussing their findings on genetic causal beliefs and stigma, the authors might usefully refer to the meta-analysis of these associations by Kvaale et al. (Soc Sci Med. 2013 Nov; 96:95-103) . 7. A weakness that the authors do not discuss is multiple statistical testing. Table 2 reports 75 statistical tests at alpha = .05, with only a small number reaching statistical significance and a lot of inconsistency across vignettes. 8. The conclusion in the last sentence of page 12 seems overgeneral given that the association with social distance was not found in all vignettes. Minor points: On page 9, there is a missing space in "Multiplelinear". On page 11, "extent literature" should be "extant literature".
REVIEWER
Claire Henderson
King's College London, UK REVIEW RETURNED 25-Jan-2017
GENERAL COMMENTS
In general this is a well reported study.
The last sentence in the abstract is too general to be useful. I suggest remove or replace with a more specific statement. The phrase 'normal individuals' is both out of keeping with the continuum approach and misleading, as mental illness is so common. What was the rationale for the additional disorders for which new vignettes were developed?
I am not sure whether the statement Basically we are all sometimes like this person is a valid way to assess a continuum belief. Someone might eg believe that there is a continuum of severity (as per the next statement) but not think everyone is sometimes like the person. These seem to be 2 different ways of thinking about a continuum ie within one person over time versus across a population. Assessing both ideas in a single item is problematic. This is particularly the case for the Malay sample regarding alcohol who may well not endorse a continuum idea within the individual but would be more likely to do so for a population.
The statement about three stigma dimensions is unclear. Were these used in the analysis? If so that are they? If not why mention them? And how do they related to the scales used? As a number of dimensions were tested should this have been accounted for when deciding the cut point for statistical significance? it is possible that students and unemployed people had higher rates of mental illness and had not disclosed this, as they appear to have attitudes more like those with contact. The discussion implies a moderating effect of diagnosis on the relationship between continuum belief and attitudes. How could this be examined in future?
VERSION 1 -AUTHOR RESPONSE
Reviewer: 1 Reviewer Name: Georg Schomerus Institution and Country: Department of Psychiatry, University of Greifswald, Germany Competing Interests: None declared.
This is a thoroughly conducted study among a large population sample in Singapore, examining the correlates of continuum beliefs for five mental illnesses among the general population. The topic is timely and important, since a couple of studies have recently examined correlates and implications of continuum beliefs in western countries.
I have only minor comments which the authors should address.
Methods:
Case vignettes: please indicate whether the vignettes were validated by psychiatrists or other mental health specialists.
Our apologies for not clarifying the details on the vignettes; we have added the details in the revised manuscript.
Causal beliefs: How were answers given for the three items inquiring causal beliefs? Results, p.9, line 41: "a continuum of symptoms" instead of "continuum symptoms". We have made the change as suggested by Dr Schomerus.
Discussion: May I suggest the following additional points for the discussion of findings:
The fact that continuum beliefs were associated with higher scores on the weak not sick" part of the stigma scale in schizophrenia could at first glance corroborate fears that a continuum view of mental illness could increase blame. However, blame only plays a very minor role in the stigma of schizophrenia, where notions of unpredictability and being dangerous are far more important, which in this study were negatively associated with continuum beliefs. We would like to respectfully disagree with the reviewer as there was no significant association between continuum beliefs and dangerous/ unpredictable dimension for any of the mental illnesses observed including schizophrenia. Thus, we are reluctant make this assertion in our discussion.
I wonder whether the observed relation between being unemployed and endorsing continuum beliefs is mediated by an increased belief in stress/circumstances causing mental illness. Belief in current stress as a cause was also associated with continuum beliefs. This would probably relate to the personal experiences of unemployed persons (who might experience stress and impaired mental health). We would like to thank the reviewer for this comment that we have included in our revised manuscript.
In addition to the cited study by Wiesjahn (2016) , there are to other recent intervention studies showing that information on the continuum of mental health and mental illness can reduce some aspects of stigma, which would enrich the discussion.
Schomerus G, Angermeyer MC, Baumeister SE, Stolzenburg S, Link BG, Phelan JC. An online intervention using information on the mental health-mental illness continuum to reduce stigma. This is an interesting and clearly-written study. I have a few comments below, which I believe will add clarity and strengthen the study further:
We would like to thank the reviewer for the suggestion and have included the relevant literature to the introduction.
-Methods. The authors state that the sample was derived using the sampling frame from a national administrative database. Can the authors elaborate on what this means exactly? How was the sample in the national database drawn?
We have elaborated on the details of the sampling in our methodology and we hope that this has adequately addressed the reviewer"s concern.
-Methods. Why was the gender and ethnicity of the person being described in the vignette matched with the participant? The rationale for doing so needs to be explained. This was done in accordance with King et al (2004) who suggest that whenever feasible the name of the subject the each vignette should match the respondent"s culture and sex. King (website) has also suggested that by excluding details such as age and other specific information like education and economic status in the vignette and " letting or explicitly encouraging" the respondent to think of the vignette as describing a person like them, one can ensure better response consistency. We have elaborated on this in the methodology. We do acknowledge that a study has shown that the gender of the participant and the individual presented in the vignette has an effect on the vignette identification task (Sai and Furnham, 2013) however the current study did not explore this in any way.
We apologise for the omission and have described it in further detail.
-Results and discussion. Table 3 and the related text in the results present information on sociodemographic data and continuum beliefs. These results are also discussed in the discussion. The authors have been very specific in the introduction about what it is they are investigating (i.e. continuum beliefs in relation to stigma) but the results and the discussion do not focus on stigma. Stigma becomes a secondary question and the focus is on a number of correlates (e.g. demographic, causal beliefs, diagnostic labels) for continuum beliefs. It is the last table that continuum beliefs are correlated with stigma beliefs. It would add clarity to explain all the variables included in the study. We have revised the results to focus more on the relationship between continuum beliefs and stigma. Our apologies for not clarifying the details on the demographic variables and we have rectified this in the revised manuscript.
-Results. Could the inclusion of so many variables in the regression (see Table 3 ) have had an impact on p values? I suggest that the authors run some further analyses (e.g. using stepwise regression or separate regression for demographics and causal beliefs) to see if p values change significantly. They do not need to add tables and explain these results if they do not change their original results (but can discuss this in the statistical analysis section within the methods). If this changes the results, the authors need to re-think their strategy and either find a robust argument about why they run the specific regression or change their analyses strategy. In stepwise regression analyses using backward selection method we found that the significant predictors remained significantly associated with continuum believe outcome. We only found that the p values as well as beta coefficients were slightly changed as compared to previous analysis (as shown in below for reference). Hence, we have clarified this finding in the revised results section. This paper is well written, the sampling strategy is good, and the data are well analyzed and appropriately interpreted. Although the issues investigated have been covered by a number of previous studies, these have all been in Western countries. It is valuable to test the generality of the findings in other cultures, such as Singapore. Nevertheless, the paper could be improved in a number of areas:
1. The Objectives section of the Abstract gives one objective as "to explore its association with stigma". However, stigma is not subsequently mentioned in the Abstract. We agree with the reviewer"s comment and have included it in the revised manuscript.
2. The Conclusions section of the Abstract states that continuum beliefs "may reduce perceptions of incompetence and unpredictability". However, incompetence was not measured and there were not associations with the dangerous-unpredictable scale.
We have made the revision in line with this particular comment.
3. The "dangerous-unpredictable" scale is referred to as "dangerous-undesirable" in Table 4 . The terminology needs to be consistent. We have made the necessary revision to ensure consistency of the terminology. . As suggested by the reviewer we conducted a post-hoc analysis by excluding Malays from the analysis. We found that the relationship between continuum belief and stigma for alcohol abuse remained unchanged.
5. Paragraph 3 of page 12, mentions associations between belief in genetic causes and some stigma measures, but it does not make clear that these were found only with some vignettes. We apologise for this and have corrected it in the revised version of the article.
6. In discussing their findings on genetic causal beliefs and stigma, the authors might usefully refer to the meta-analysis of these associations by Kvaale et al. (Soc Sci Med. 2013 Nov; 96:95-103) .
We would like to thank the reviewer for pointing out this pertinent article and have included it in our revised article.
7. A weakness that the authors do not discuss is multiple statistical testing. Table 2 reports 75 statistical tests at alpha = .05, with only a small number reaching statistical significance and a lot of inconsistency across vignettes. We have added the following discussion on multiple testing in the revised discussion section for the reviewer"s consideration:
Another concern related to the multiple testing involved in our analyses is that the significance level of p value = 0.05 should be adjusted to control for type I error by using multiple comparisons adjustment procedures such as Bonferroni adjustment (Bland and Althman, 1995) or other alternative methods (Tukey et al, 1985; Hochberg and Tamhane, 1987) . For example, when 75 statistical tests from multiple linear regression are performed, the corrected significance level of p value = 0.0006667 (0.05/75) based on Bonferroni"s adjustment should be applied instead of p value = 0.05 for each test of significance. However, this approach has been rejected by others (Rothman, 1990; Perneger, 1998; Savitz and Olshan, 1995; Savitz and Olshan, 1998; Feise, 2002; O"Keefe, 2002 ) who consider it impractical as it would reduce the power or increase type II errors (Feise, 2002) and the presumption of "universal" null hypothesis) underlying the theory of adjustment for multiple comparisons does not hold true (Savitz and Olshan, 1995) . These researchers have suggested that individual significant association findings should be evaluated on their own merits and conclusions drawn in light of consistency with currently available literature. Given that the latter approach has been taken by others coupled with the exploratory nature of our examination of associations among predictors and outcomes variables, we opted to forgo the application of Bonferroni adjusted or other similar approaches to the data.
8. The conclusion in the last sentence of page 12 seems over-general given that the association with social distance was not found in all vignettes. We agree with the reviewer"s comments and have made the necessary changes.
Minor points: On page 9, there is a missing space in "Multiplelinear". We apologise for the error and have corrected it.
On page 11, "extent literature" should be "extant literature". We apologise for the error and have corrected it.
Reviewer: 4 Reviewer Name: Claire Henderson Institution and Country: King's College London, UK Competing Interests: none declared
The last sentence in the abstract is too general to be useful. I suggest remove or replace with a more specific statement. We have removed the sentence.
The phrase 'normal individuals' is both out of keeping with the continuum approach and misleading, as mental illness is so common. We apologise for this and have removed the term "normal individuals" and replaced it with " those with and without mental illness" in the revised submission.
What was the rationale for the additional disorders for which new vignettes were developed?
We have clarified the rationale for including these disorders in the Introduction section.
I am not sure whether the statement Basically we are all sometimes like this person is a valid way to assess a continuum belief. Someone might eg believe that there is a continuum of severity (as per the next statement) but not think everyone is sometimes like the person. These seem to be 2 different ways of thinking about a continuum ie within one person over time versus across a population. Assessing both ideas in a single item is problematic. This is particularly the case for the Malay sample regarding alcohol who may well not endorse a continuum idea within the individual but would be more likely to do so for a population. We agree with Dr Henderson, and we have acknowledged that the use of a scale would have been ideal. We had used exactly the same question that Schomerus et al (2013) had used. Cognitive testing of the question did not identify any issues in any of the languages. Further research using the full scale is definitely needed in the population.
The statement about three stigma dimensions is unclear. Were these used in the analysis? If so that are they? If not why mention them? And how do they related to the scales used? Our apologies for the miscommunication. We had stated this in our statistical analysis section of our original submission as "Results from an earlier study in this population15 identified three distinct stigma dimensions, while the the personal stigma scale comprised two distinct components -"weaknot-sick" and "dangerous/ unpredictable", the SDS measured a single distinct dimension that of social distancing. We have now added this to the description of the scales to clarify it further.
As a number of dimensions were tested should this have been accounted for when deciding the cut point for statistical significance?
We have replied this similar comment to reviewer 3. Please refer our response to reviewer 3, query number 7, for details.
It is possible that students and unemployed people had higher rates of mental illness and had not disclosed this, as they appear to have attitudes more like those with contact. Reviewer 1 has made a similar point and we have included the explanation provided in our revised manuscript.
The discussion implies a moderating effect of diagnosis on the relationship between continuum belief and attitudes. How could this be examined in future? We agree with the reviewer"s comments that diagnosis seems to have a moderating effect on the relationship between continuum belief and attitudes. We feel that as a first step we need qualitative studies in the local population to understand their concept of the various mental illnesses and mental health stigma. We suspect that people may have a poor understanding of the symptoms as well as outcomes following treatment. Future studies using a randomised controlled design with an interventional arm which involves an educational component on the mental illness and its outcomes following treatment, using a contact approach would help us analyse the moderating effect of the disease (Baron and Kenny, 1986).
We hope our revisions are acceptable and we look forward to a favourable decision.
